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The explicit purpose of this handbook is to get reproduced and disseminated as widely as possible.  




European Centre for Social Welfare Policy and Research 
Berggasse 17, A-1090 Vienna, Austria 
The main target audience of this handbook are the key 
stakeholders of care homes, which includes its management, 
staff, clients and relatives, as well as policy decision-makers, 
regulators and sponsors. The handbook contains a set of 94 
selected result-oriented indicators that has been developed 
on the basis of the exchange of experiences and existing 
tools in selected EU Member States. 
The focus of this set of indicators is directed towards the 
question how care homes can measure and manage 
improvements with regard to the quality of life of their 
clients, and the related issues of quality of care, management, 
economic performance and relationships with external 
stakeholders. The description of the indicators therefore also 
embraces proposals on how to apply them and instruments 
for their use.
The Handbook is available in three languages: English, 
German and Dutch. The handbook is one of the outputs of the 
project ‘Quality Management by Result-oriented Indicators – 
Towards Benchmarking in Residential Care for Older People’ 
that has been co-financed by the European Commission, DG 
Employment, Social Affairs and Equal Opportunities in the 






This  Handbook  is  an  output  of  the  project  entitled  ‘Quality  management  by  result‐oriented 
indicators: Towards benchmarking in residential care for older people’ which is co‐financed by the 
European Commission, DG Employment, Social Affairs and Equal Opportunities  in the framework 
of  the  PROGRESS  Programme.  The  project was  coordinated  by  the  European  Centre  for  Social 
Welfare Policy and Research (Austria) and carried out with partners from Germany (the Institute 
of Gerontology at Technische Universität Dortmund;  the Ministry of Health, Equalities, Care and 
Ageing  of  the  State  of  North  Rhine‐Westphalia;  and  the  Medizinischer  Dienst  des 
Spitzenverbandes  Bund  der  Krankenkassen  – MDS),  The  Netherlands  (Vilans)  and  England  (City 
University London) as well as with E‐Qalin Ltd representing partners from Austria, Germany, Italy, 
Luxembourg and Slovenia. 
Special  thanks  go  to  the more  than hundred  experts  and professionals who participated  in  the 
Delphi  Study  organised  by  our  project  partner  Vilans  and/or  in  the  validation  workshops 
organised by E‐Qalin. Their inputs and comments fundamentally enriched our knowledge and the 
list of indicators. 
The  authors  are  particularly  thankful  to  Susan  Blasko  (University  of  Applied  Sciences  Zwickau, 
Germany), Rehka Elaswarapu (Care Quality Commission, England), Simon Gross (RBS – Center fir 
Altersfroen, Luxembourg), Nadine Hastert (Servior, Luxembourg), Bernd Marin (European Centre 
for  Social Welfare  Policy  and  Research,  Austria),  Inge  Rasser  (Ministry  of  Health,  Welfare  and 




the  design  and  layout  of  the  Handbook;  Andrea  Hovenier  for  her  reliable  efficiency  when 
organising  the  various  project  team meetings  (in Vienna, Utrecht, Dortmund  and  London);  and 







































Demographic  ageing  causes  a  rising  number  of  persons  in  need  of  care,  calling  for  structural 
changes  of  existing  and  emerging  long‐term  care  systems  in  Europe. One  strategy  to  steer  the 
increasing  demand  and  supply  was  to  turn  formerly  public  systems  into  quasi‐markets  by 
complementing  public  services  with  new  and  additional  providers  (commercial  and  non‐profit 
organisations). One ambition of applying New Public Management  to social and health services 
was  certainly  to  increase  efficiency  and  effectiveness  with  the  final  aim  to  reduce  costs  in 
increasingly  market‐driven  systems.  These  developments  are  important  drivers  to  install 
compulsory  or  at  least  voluntary  quality  management  systems  and  to  enhance  measures  for 
external control (certification, inspection).  
Public purchasers need to know what they are purchasing and who they can trust if new providers 
appear  on  the  market.  Increased  transparency,  clearly  defined  descriptions  of  services  and 
respective  quality  assurance  mechanisms,  at  best  based  on  mutually  agreed  indicators,  are 
becoming a precondition  for  the  governance of quasi‐markets  to assess,  compare, monitor and 
support the sector’s efforts in producing more adequate outcomes to users’ needs. 
At the  level of service providers, care homes need  to  improve transparency not only because of 
the  changing  modes  of  governance  (competitive  tendering,  provider  contracts  etc.),  but  also 
because of changing  expectations of  residents and  their  families concerning  the quality of  care. 
Strategies  to  overcome  existing  shortcomings  of  the  sector  include  attempts  to  strive  towards 
further  orientation  towards  user  needs,  to  involve  the  public  as  well  as  to  improve  structural, 
process  and  outcome  quality  in  care  homes  by  means  of  quality  management  and  respective 
criteria and indicators. Service providers may also view quality management as a way to achieve 
greater  organisational  effectiveness  in  the  delivery  of  care  or  in  the  improvement  of  the  well‐
being of their users.   
Quality  assurance  as well  as  developing quality  standards  in  long‐term  care  has  equally  gained 
increasing  attention  at  the  level  of  the  European  Union.  In  the  context  of  the  debate  over 
modernising  social  services  of  general  interest,  and  in  the  framework  of  the  Open  Method  of 
Coordination in the field of social security, the desire for EU standards in assuring quality of social 
services has  recently been  gaining  ground. The project  'Quality Management by Result‐oriented 
Indicators – Towards Benchmarking in Residential Care for Older People' in the framework of the 
PROGRESS  programme  results  partly  from  this  interest  of  the  EU  that  highlights  “the  need  to 
support  the  promotion  of  the  quality  of  social  services  in  a  more  systematic  manner” 
(Commission, 2007: 16). 
In  the  last  decade,  a  broad  range  of  measures  and  initiatives  on  the  part  of  insurance  bodies, 
services,  organisations  and  research projects  have  focused on  this  subject,  and  effort  has  been 
devoted  to furthering the development of quality. Yet because of the diversity of  ideas, cultural 
and organisational approaches, as well as concepts and models, it has not been possible to create 









challenging area. As with personal services,  it  is still difficult  to disentangle the different aspects 
producing a specific outcome and to mutually agree upon a common framework. 
The  project  ‘Quality  Management  by  Result‐oriented  Indicators  –  Towards  Benchmarking  in 
Residential  Care  for  Older  People’  therefore  aimed  at  collecting,  sifting  and  validating  result‐




care  homes.  Furthermore,  one  of  the  objectives  was  to  investigate  and  gain  experience  in 
methods, how to work with  result‐oriented  indicators and how to  train care home managers  in 
dealing with the respective challenges.  
The  project  was  coordinated  by  the  European  Centre  for  Social  Welfare  Policy  and  Research 
(Austria) and carried out with partners from Germany (the Technische Universität Dortmund, the 
Ministry  of  Health,  Equalities,  Care  and Ageing of  the  State  of North  Rhine‐Westphalia  and  the 
Medizinischer  Dienst  des  Spitzenverbandes  Bund  der  Krankenkassen  –  MDS),  the  Netherlands 











the  Institute  of  Gerontology  at  the  Technical  University  of  Dortmund,  the  Institute  of 
Nursing Care at  the University of  Bielefeld and  the  Institute of Social Work  in Frankfurt. 
The main objective  of  this  project was  the  specification of  care  and  social  services  and 
development  and  evaluation of  quality  criteria  and  their  implementation  into  everyday 
life of residential care to improve both quality of care and quality of life for the residents. 
The components were implemented in 20 care homes (reference models) in North‐Rhine 
Westphalia.  For  the  validation of  the  implementation  and  the  realisation of  the  central 
conceptual elements, a comprehensive evaluation was developed, encompassing, among 
others, structural data of  the care homes, residents’  surveys and focus group  interviews 
with  staff.  Improvement  of  central  requests  to  the  quality  of  services  such  as,  for 
instance,  the  promotion  of  mobility  or  higher  consideration  of  psycho‐social  problems 
were  achieved.  The  main  products  of  the  project  are  a  guide  for  care  homes  offering 
quality  criteria  for  the  most  relevant  services  in  care  homes  and  a  structured 
implementation  guide  that  takes  into  account  different  types  of  organisations  of 
residential  care  facilities.  The  project  results  represent  a  valid  basis  for  the  further 
development,  definition  and  measurement  of  quality  in  long‐term  care  especially  with 






• The  Netherlands’  Quality  Framework  for  Responsible  Care:  This  framework  and  set  of 
indicators was developed by the national umbrella organisation of care providers, users of 
long‐term  care,  professionals,  health  care  providers  and  the  national  health  care 
inspectors.  It was partly based on  the Consumer Quality  Index  (CQ  Index) which was  in 
turn based on the American Consumer Assessment of Healthcare Providers and Systems 
indicators (CAHPS). Moreover, a set of internationally frequently used objective outcome 
indicators was  incorporated. The set of  indicators  is  currently being implemented  in  the 
entire long‐term care sector. The first measurement has been carried out among all care 
homes.  The  findings were published  in  July  2008 on  a  national  website  for  consumers. 
Moreover,  they  were  incorporated  in  the  annual  compulsory  report  on  Social 
Accountability in September 2008. This set  is the basis for monitoring by the health care 
inspection,  for  commissioning  by  health  care  insurance  companies  and  for  quality 
improvement  by  internal  quality  management  teams  in  dialogue  with  service  users 
and/or  their  representatives.  Furthermore,  the  Framework  offers  a  basis  for 
benchmarking and  consumer  choice. Alongside  this  Framework a national  improvement 
programme  and  supportive  network  is  focusing  on  improving  outcomes.  The 
improvement  programme  is  based  on  the  collaborative  principle.  Until  now,  some  350 
care‐providing  organisations  have  participated  in  this  programme  and  significant 
improvements have been achieved (30 to 50% reduction of negative outcomes).  In 2010 
the Framework was revised.  
• The  E‐Qalin  quality  management  system  is  the  result  of  a  successful  European 
Commission‐funded  Leonardo  da  Vinci  project  (2004‐2007)  with  partners  from  Austria, 
Germany,  Italy,  Luxembourg  and  Slovenia.  It  is  based  on  training  of  E‐Qalin  process 
managers and a self‐assessment process during which 66 criteria in the area of ‘structures 
&  processes’,  and  25  foci  in  the  area  of  ‘results’  are  assessed.  As  usual  in  quality 
management,  the  E‐Qalin  self‐assessment  builds  on  the  PDCA‐management  cycle  (,+-&.!
/).!01#23.!425) but pays particular attention to the assessment of relevant stakeholders’ 
involvement  in  planning,  implementing,  monitoring  and  improving  processes  and 
structures.  Thus  it  takes  notice  of  the  specific  character  of  Social  Services  of  General 
Interest (SSGI)  in which users are always co‐producers of services. In the area of ‘results’ 
the E‐Qalin model includes a  list of examples for key performance indicators from which 
care  homes  may  choose,  unless  they  have  identified  more  appropriate  indicators 
elsewhere.  Each  key performance  indicator  that was  selected under  the  25  foci  is  then 
analysed following a systematic assessment scheme: Have actual values been collected? 
Have target values been defined and, if yes, were target values achieved? What trend can 




changed  or  improved  to  realise  further  improvements?  What  are  the  critical  success 
factors  for  improvements?  By  involving  all  stakeholders  in  the  self‐assessment  and  the 
continuous  improvement  of  quality,  E‐Qalin  strives  to  strengthen  the  individual 
responsibility  of  staff  and  their  ability  to  cooperate  across  professional  and hierarchical 
boundaries. Ongoing attempts to develop and include the assessment of result‐oriented 
key data and to put them into practice in more than 100 care homes in the participating 







The  Commission  for  Social  Care  Inspection  (CSCI)  is  an  independent  body,  set  up  by 
Government  to promote  improvements  in  social  care and  to  inspect and  review all  social 
care services (including care homes) in the public, private and voluntary sectors in England. 
It  developed  a  framework  for  regulation  (KLORA)  based  on  the  Department  of  Health 
National  Minimum  Standards  for  Care  Homes.  KLORA  serves  to  assess  residential  care 
facilities  in relation to 7 outcome groups which have been developed by the Government 
department  of  health  in  consultation  with  older  people  and  the  residential  care  sector. 
Under  each outcome  group  there  are  a  range of  standards  that  residential  care  facilities 
should  meet.  In  addition  to  the  KLORA,  most  inspectors  make  use  of  a  tool  called  SOFI 
(Short  Observational  Tool  for  Inspection)  which  helps  assess  the  outcomes  for  those 
residents with dementia. In 2008, CSCI introduced new quality ratings for all care providers, 
ranging  from no  stars  (‘poor’)  to  three  stars  (‘excellent’). Despite  being  overwhelmed by 
numerous  top‐down  initiatives  from Government,  this  system has  largely been welcomed 
by the residential care sector; although there is some concern that the move towards less 
frequent  inspection and  ‘self‐regulation’ might potentially  lead  to poor practice not being 
picked up  and  acted on  quickly  enough.  From  April  2009,  the Health  and  Social  Care Bill 
established  the Care Quality Commission (CQC), which took over the functions from CSCI, 
the  Healthcare  Commission  and  the  Mental  Health  Act  Commission  (MHAC).  The  new 




Framework  for  Registration of  Health  and  Adult  Social  Care  Providers,  the 67  Home  Life 
(MHL)  programme  (www.myhomelife.org.uk)  argued  for  an  outcome‐focused  and 






Care  Forum  (represents  not‐for‐profit  residential  care  facilities  across  the  UK)  and  City 
University,  which  brings  together  residential  care  providers,  voluntary  organisations, 
statutory agencies and care home residents and their relatives to promote quality of life in 
care  homes. MHL  is  acknowledged by  CSCI  (now Care Quality  Commission)  as  a  valuable 
programme  with  an  important  evidence‐based,  relationship‐centred  vision.  It  also  has 
potential  influence  with  the  other  regulatory  bodies  across  the  UK.  For  instance,  in 
Scotland,  the  equivalent  regulatory  organisation  (Care  Commission)  has  integrated  the 
principles  and  themes  of  My  Home  Life  into  its  own  quality  framework  and  similar 
discussions  are  ongoing  in  Wales  and  Northern  Ireland.  My  Home  Life  offers  a  new 





quality  assurance  is  based  on  the  principles  and  standards  of  quality  that  were  agreed 





care  homes.  Internal  quality  assurance  in  residential  care  facilities  is  complemented  by 
inspections  carried  out  by  the  Medical  Advisory  Service  (Medizinischer  Dienst  der 
Krankenkassen – MDK). Until late 2009, the MDK performed more than 50,000 inspections 
in  care  homes  and  community  care  services.  These  inspections  focus  primarily  on 
professional aspects of care quality  in terms of process and outcome quality. However, by 
assessing respective conditions of residents important determinants of process quality with 





indicators  cut  across  both  the  ‘process’  and  ‘outcome’.  It  is  therefore  useful  to  distinguish 
between these two (Zimmerman et al., 1995): 
• “Process indicators represent the content, actions, and procedures invoked by the provider 
in  response  to  the  assessed  condition  of  the  resident.  Process  quality  includes  those 
activities that go on within and between health professionals and residents.” 
• “Outcome measures represent the results of the applied processes.” 
While  Zimmerman  et  al.  (1995)  and  others  before  (Donabedian,  1980)  focused  their  outcome 
measures  on  changes  of  the  health  status,  the  concept  used  in  this  project  is  broader.  The 
selected indicators are conceived as measurement categories that are able to verify the degree to 
which results in various quality domains of a care home have been achieved. Apart from a strong 
focus  on  quality  of  life,  quality  of  care  and  quality  of  leadership,  the  list  of  indicators  also 
considers the different perspectives of residents, staff, management as well as the social context 

















• Ability  to  steer  change:  The  set  of  indicators  should  be  able  to  constitute  a  tool  that 
stakeholders  working,  visiting  and  living  in  care  homes  can  use  to  bring  about 
improvements. Indicators are relevant to steer change, if they allow verification as to how 
far the respective organisation has come on its way to reach a defined goal. 
• Reliability/Validity/Soundness:  The  indicators  should  be  based  on  a  body  of  evidence 
strong  enough  as  to  preclude  doubts  towards  their  impact  on  the  quality  of  life  of 
residents. 
• Feasibility:  Attention  should  be  paid  to  the  resources  needed  to  collect  the  necessary 
information to build the indicator, as time, financial resources and ethical considerations 
all impose conditions on the information that is available. 
• General usability: At best, result‐oriented  indicators should be applicable  in all European 
care  homes.  This  condition  could  not  be  maintained  for  all  Member  States  due  to 
political,  cultural  and  structural  differences  both  between  and  even  within  countries  – 






validation  of  these  indicators.  This  was  achieved,  on  the  one  hand,  by  means  of  consensus 
building with  experts  in  the  field  (Delphi method)  and,  on  the other  hand,  by managers  of  and 
practitioners in care homes: 
• To  carry  out  the  Delphi  study,  ten  experts  of  each  participating  country  (N=70)  were 
invited  to  participate.  These  were  policy‐makers,  inspectors,  commissioners,  service 
providers  and  representatives  of  user  organisations  as  well  as  researchers  in  seven 
Member  States  (Austria,  Germany,  Italy,  Luxembourg,  The  Netherlands,  the  United 
Kingdom, Slovenia), selected on a set of criteria, such as focus on research and practical 
experience  with  the  national  frameworks.  During  three  anonymous  rounds  the  experts 
were  asked  to  reflect  on  both  the  overall  framework  and  on  each  individual  indicator. 
Experts  reflected  on  the  importance  of  the  indicator,  its  feasibility,  and  put  forward 
suggestions  for  further  refinement  and/or  additional  indicators.  The  project  team 
analysed  the  results  of  each  round  and prepared  the  input  for  the next  round.  A web‐ 
based instrument was developed for the study to facilitate  this task for the participants. 
The Dutch partner Vilans organised the survey and analysed its results. 
• In  order  to  facilitate  a  complementary  validation  process,  representatives  of  about  25 
care  homes  from  three  countries  (Austria,  Germany,  Luxembourg)  were  involved  in 
workshops (2 times 2 days) that were designed on purpose to elaborate on methods to 
work with  indicators and  to  validate  their applicability  in care homes. These workshops 
were organised by E‐Qalin Ltd and their partners from Austria, Germany and Luxembourg. 
The  reasons  for  inviting  mainly  professionals  that  are  applying  the  E‐Qalin  quality 






appropriate  workshop  design;  secondly,  managers  and  staff  in  these  care  homes  have 
started  to  work  with  result‐oriented  indicators  over  the  past  few  years  so  that  it  was 
possible  to  work  with  them  without  starting  from  scratch,  even  though,  thirdly,  it  has 
become  evident  during  this  period  that  there  is  a  great  need  for  further  training  and 
additional reflection on the work with result indicators in care homes.  
Indicators  for  which  no  consensus  was  reached  neither  during  the  three  rounds  of  the  Delphi 





















and grades only. At  the same  time,  they are undervalued by many managers and staff  in  social 






others  and  how  reliable  their  services  are.  Public  authorities  and  other  regulators  are  moving 
towards  a  role  as  purchasers  of  services.  This  role  necessitates  clear  descriptions  of  terms  and 





care  planning  in  place  etc.),  but  rarely  on  the  quality  of  results  or  outcomes.  It  is  thus  always 
questionable, whether  such minimum standards are appropriate  to do  justice  to a continuously 
altering social and economic context, shifting expectations of (potential) residents, relatives and 
major  transformations  of  labour markets. Nevertheless  legally  prescribed  (minimum)  standards 
will always define the bottom‐line of quality in care homes. 







home.  They  may  point  at  specific  strengths  and  weaknesses  of  a  care  home  or  at  potential 
problem areas that need further review and exploration. Not more, but also not  less (cf. Bullen, 
1991). 
The  collection of data  for a  specific performance  indicator  is  the starting point  for  steering and 
improvement  processes  by  all  relevant  stakeholders  who  are  involved  in  the  processes  and 
aspects connected  to service delivery (Eisenreich et al., 2004). One of the key criteria for sifting 
and validating the present  list of result‐oriented performance  indicators was  their pertinence  to 





helps  to  assess  how  far  an  organisation  has  got  on  its  way  to  achieve  an  objective  that  was 
defined by the management. This means that we are promoting an organisational development 
perspective  on  quality  improvement,  rather  than  a  perspective  of  standard‐setting  and/or  an 
approach to measure the performance of entire long‐term care systems (see Challis et al., 2006). 
Working  with  performance  indicators  at  an  organisational  level  is  thus  inevitably  linked  to 
controlling,  i.e.  the  management  function  that  provides  instruments/methods  and  the 
information  that  supports  decision‐makers  to  accomplish  planning  and  control  processes  more 
efficiently. Working with performance  indicators  in care homes, however,  goes beyond  classical 
economic definitions and functions of controlling. The complexity of care homes calls for steering 
in  relation  to  the  quality  of  care,  the  organisational  culture  and  networking  as  well  as  the 
residents’, relatives’ and staff’s quality of life. 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Work  with  performance  indicators  may  be  planned  during  strategy  development  processes  or 
during  the  introduction  of  a  quality  management  system.  In  any  case  it  is  important  to  clearly 
define objectives, to choose appropriate indicators and to define target values. At this point it will 
also be useful to check, whether  the organisation is actually  ‘fit  for controlling’ (see Box) and  to 
implement performance indicators. 
The defined indicators and respective target values will hitherto represent the frame and basis for 
future  management  decisions.  It  should  therefore  be  assured  that  they  are  quantitative 
(numeric),  pertinent  for  steering,  valid  as  well  as  feasible  in  the  current  context  of  the 
organisation. 
Result‐oriented performance indicators are markers for the performance of a care home, but they 
will  never  be  able  to  display  all  accomplishments  and  qualities  of  an  organisation.  On  the  one 
hand, it becomes relatively futile to collect data for hundreds of indicators (e.g. for all indicators 
presented  in  this  Handbook),  as  they  cannot  be  controlled  and  steered  simultaneously.  Any 
flexibility would go astray and staff would become overwhelmed due to excessive data gathering. 






performed only once a year or with even longer time intervals (see  ‘quality of  life’). However,  it 
should be noted that there is no evidence base to prescribe how best to use the indicators in this 
project. 
Other  planning  issues  pertain  to  the  distribution  of  responsibilities  for  data  collection, 
documentation, analysis as well as reporting. For instance, it is important to consider whether the 



































• To  follow  the  degree  to  which  defined  objectives  have  been  achieved  by  means  of  a 
comparison between target values and results (actual values), 









Systematic controlling has  thus  to decide and assess which  indicators  should be  chosen and  for 
what  reason  (clear  definitions).  Furthermore,  it  has  to  be  formally  decided  who  will  be 
responsible  for  data  gathering  (contact  person,  administrative  support),  how  the  data  will  be 
collected (schedules, IT), when and how frequently as well as to whom they have to be reported. 
Also, it is essential to be clear about the group of people with whom an appraisal discussion will 
be  carried  out,  e.g.  an  ‘indicator  task  force’.  In  general,  particular  attention  should  be  paid  to 
avoid frustration of staff that, for  instance, could arise from having to collect data twice or from 
imprecise  communication  about  which  decisions  and  tangible  interventions  were  derived  from 
results. 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Result‐oriented  performance  indicators  are  only  a  small  part  of  quality  management  that  is 






between  the  manager  and  a  selected  staff  member  responsible  for  the  respective 
indicator. The aim  is  to  identify  structures and processes  (critical  success  factors)  in  the 
care home that might have influenced the (un)achieved result. 
• Apart from identifying impediments to target achievement, it is then necessary to address 
what  kind  of  steering  activities  could  be  developed  to  trigger  a  further  step  for 
improvement or, at least, to avoid further non‐compliance with defined standards. 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The  systematic  embedding  of  result‐oriented  performance  indicators  as  part  of  management 
tasks  in  care  homes  has  only  just  begun.  Planning  and  steering  are,  at  best,  based  on  cost 
accounting.  Surveys  and  the  analysis  of  qualitative  indicators  from  a  resident  and/or  relative’s 
perspective (quality of care and assistance, quality of  life) or in relation to the quality of working 
conditions  still  represent  new  frontiers.  This  is  particularly  true  when  it  comes  to  derived 
strategies and respective improvement processes. 
One  reason  for  lagging behind  in  this approach  is  certainly  the  fact  that personal  social  services 
have  for  a  long  time  been  oriented  exclusively  at  professional  ethics  and  the  quality  of 
relationships,  rather  than  at  economic  efficiency  and  the  quality  of  results.  In  a  context  of 
diminishing social care budgets, growing market orientation (keyword: New Public Management) 
and higher expectations of users, as of  this date providers and purchasers of  social  services are 
confronted with new challenges calling for controlling, efficiency and evidence‐based  indicators. 
However,  social  care providers are solicited not  to  ‘throw out  the baby with  the bath water’ by 
now  focusing  all  their  energy  on  economic  criteria  and  forgetting  about  the  characteristics  of 
personal social services. These specificities have to become part and parcel of respective quality 
management  systems while,  at  the  same  time,  being underpinned by  facts  and  figures,  among 









exchange  of  experiences.  The  project  ‘Quality  management  by  result‐oriented  performance 
indicators’  responded  to  this  demand  in  multiple  ways.  One  of  them  was  the  organisation  of 
validation workshops with care home and quality managers in Austria, Germany and Luxembourg. 
These  workshops  had  two  main  aims:  first  of  all,  to  encourage  and  realise  national  and 
transnational  exchange  about  practical,  missing  and  new  issues  in  working  with  performance 







































A  first  finding  of  the  workshops  was  that,  in  daily  practice,  systematic  controlling  with  key 
performance  indicators  is  taking  place  at  best  in  a  rudimentary  manner:  data  collection  and 
satisfaction  surveys  are  rare,  while  resistance  of  staff who  fear  losing  autonomy and  control  is 
widespread,  as  well  as  a  general  apprehension  of  comparisons  and  transparency.  Monitoring 
quality  of  results  and quality  assurance  in  the  context  of  yearly  inspections  are mainly  used  to 
satisfy  the  regulator,  but  the  implementation  of  quality  management  systems  has  started  to 










































Participants  of  validation  workshops  were  mainly  chief  executives  of  care  home  groups,  care 
home managers, head nurses, quality management  officers and  controllers  from private, quasi‐
public  and  private  non‐profit  organisations.  They  identified  a  variety  of  hitherto  neglected  or 
barely  tapped  potential  of  working  with  performance  indicators.  Such  instances  included 
following trends over longer periods of time, comparisons within a group of care homes but also 
with other providers as well as first steps towards benchmarking in a regional environment. 






thus  important  to  discuss  the  relevance  of  indicators  in  different  contexts,  in  particular  when 
going beyond pure business data. During  the  first workshop participants already  found out  that 
indicators are not ‘good’ or  ‘bad’ as such, but they serve to analyse potential problems and help 
steer  improvement  measures.  Working  with  indicators  means  goals  must  be  set  that  are 
measurable  and  traceable  –  be  it  in  the  area  of  nursing  care,  in  supporting  quality  of  life  of 




residents,  families  and  staff  are  accomplished,  may  one  reflect  upon  results  and  design 
corrections. Only through a decent analysis on why targets were (not) achieved can improvement 
measures be developed and implemented. 
By  focusing  on  10‐15  3#7  performance  indicators,  as  well  as  the  systematic  controlling  and  a 






all  useful).  Further on  they also  ranked  indicators  to  end up with about  15  indicators  that  they 
considered  the  most  relevant  or  useful  among  the  indicators.  Related  planning  and  first  steps 




from  choosing  indicators  and  getting  to  grips  with  their  operationalisation  in  terms  of  clear 
definitions, the next challenge for managers  is now to identify critical success factors and to  link 
analysis  and  steering  processes  in  their  daily  practice.  The  workshops  have  in  any  case 
contributed  to  reducing  fears  about  bureaucratic  control  and  punishment  when  working  with 
performance indicators. 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• Result and performance  indicators are not an  end  in  itself, but an  instrument  to  trigger 






• Working  with  indicators  can  facilitate  quality  improvement  in  the  care  home 
independently  from  the  quality  management  system  that  is  being  applied.  However, 
living‐up  to  the  intentions  of  quality  management  by  involving  front‐line  staff,  forging 





• The  evidence  base  for  choosing  and  analysing  appropriate  result‐oriented  performance 
indicators and respective standards for care homes is relatively scarce and calls for further 
investigation. 
To  conclude,  an  important  step  to  further  disseminate  and  promote  work with  result‐oriented 
performance indicators in care homes would certainly consist  in establishing a dialogue between 
providers  and  purchasers  –  respectively  inspection  units  and  organisations  representing 

































quality  of  care  processes.  The  second  point  is  that  the  change  to  a  user‐oriented,  user‐
participation  perspective  required  for  stronger  outcome  orientation  is  taking  time  to  evolve  in 
Europe, particularly where quality of life aspects are involved. But still it is often overlooked in the 




operationalised  construct  being  implemented  in  everyday  practice.  The  outcomes  of  care 
interventions  frequently  lack satisfactory evidence and  reliable  indicators, but  this  is  even more 
the case when applied to quality of life, particularly in its evaluation from the perspective of users 
and care recipients. 
For  research  on  quality  of  life,  no  uniform  tradition  of  research  exists.  Therefore  it  is  not 
surprising  that  the  terms  ‘quality  of  life’,  ‘satisfaction’  or  ‘well‐being’  which  are  used  in  this 
connection  have  been  taken  up  by  various  branches  of  research,  but without  being  integrated 
into an overall  conceptual understanding of what  older people want  from quality of  life  in care 
homes. The term ‘quality of life’ is closely connected with ‘welfare’. Accordingly, quality of life is a 
complex,  multi‐dimensional  concept  simultaneously  comprising  both  tangible  and  intangible, 
objective  and  subjective,  individual  and  collective  aspects  of  welfare,  with  the  emphasis  on 
‘better’ rather than ‘more’. Since the 1970s, welfare research has also  increasingly been focused 
on  the partial  aspect  of  the  subjective  dimension,  known as  ‘subjective well‐being’.  Apart  from 
this  branch of  research,  psychologically  oriented well‐being  and  health  research  (Abele/Becker, 
1991; Mayring, 1987) also attributes great significance to the subjective aspects of quality of life. 
Although it has so far been unable to establish a uniform conceptual understanding of quality of 
life  in old age, ageing science has  identified  ‘well‐being’ and  ‘satisfaction’ as key  indicators of a 
successful  ageing  process.  Concerning  research  with  older  people,  it  should  be  noted  that  in 
recent years progress has been made to measure the subjective and objective quality of life with 
regard  to  the  areas  of  health‐related  quality  of  life,  home  environment  and  aspects  of 
participation  and  social  support.  However,  research  on  the  quality  of  life  for  older  people  in 
health services and  long‐term  care  institutions  is  still  in need of  further development.  Research 








Accordingly,  quality  of  life  essentially  comprises  two  dimensions,  a  subjective  as  well  as  an 
objective  dimension.  The  objective  dimension  can  be  measured  with  the  help  of  suitable 
‘objective’  indicators  of  the  individual’s  situation  in  life.  Here,  relevant  aspects  are  the  socio‐
economic status, the home and its environment, social relationships and social support as well as 
the  degree  of  participation  in  public  life.  However,  this  presupposes  that  these  are  important 
features for that particular individual, unless they have been identified as being important by the 
individual. The  focus of  the  individual  component here  is more on  the  individual assessment of 
their  situation,  that  is  their  perception  of  the  quality  of  life  in  these  and  other  areas,  which 
includes cognitive and emotional as well as behavioural aspects.  In this context it is important to 
note  that  individually  perceived  quality  of  life  not  only  includes  relevant  areas  of  life,  but  also 
intangible  and  collective  values  such  as  ‘freedom’,  ‘justice’  or  the  degree  of  ‘autonomy’  as 
experienced by  the  individual.  This  is  of  special  importance  for  the quality  of  life  of  care  home 
residents whose scope for determining and influencing their own objective living environment is 
limited  and  also  highlights  the  significance  of  other  intangible  components  such  as  ‘dignity’, 
‘privacy’ or ‘safety’. 
In  positive  cases,  the  agreement  between  both  perspectives  (‘good’  objective  conditions  and 
subjective  assessments)  can  be  taken  as  an  indicator  of  a  high or  good quality  of  life,  while  in 
negative cases (‘poor’ objective conditions and subjective assessments) the quality of  life can be 
regarded  as  low  or  ‘poor’.  But  often  the  connection  between  subjective  quality  of  life  and 
objective  criteria  is  only  meagre  (inter  alia  Kane,  2003),  a  phenomenon  also  known  as  the 
‘paradox of  ageing’,  with  research  results  indicating  that  especially  older  people with  declining 
objective  resources  show  a  high  level  of  satisfaction  (Mayring,  1987;  Smith  et  al.,  1996; 






However,  the  consequence of  restricting  investigations  exclusively  to  examine objective  criteria 
for  the  quality  of  life  would  lead  to  the  exclusion  of  an  essential  aspect,  since  particularly  the 
findings  from  health‐related  research  about  quality  of  life  (inter  alia  Idler,  1993;  Filipp/Mayer, 
2002; Lehr, 1997; Lehr/Thomae, 1987; Mossey/Shapiro, 1982) overwhelmingly demonstrate  the 
significance of the subjective aspect. 
There  is  more  or  less  universal  agreement  concerning  this  general  conceptualisation  and  the 
distinction  between  subjective  and  objective  components.  With  regard  to  measuring  the 
subjective  quality  of  life,  however,  different  views  exist  about  approaches  and  methods.  For 
instance,  a  distinction  is made here between  the  cognitive  component  of  ‘satisfaction’  and  the 














i.e.  assessments  of  aggregated  emotional  experiences”.  It  should  be noted  that  the  term  ‘well‐
being’ in this context is to be understood normatively (positively).  
Often discussed  is  the connection between  the quality of  long‐term care and  the quality of  life. 
Empirical research provides no uniform answer to the question of 1); 51#!F8-+957!)$!2-%#G?9:9&?!




on  which  aspects  of  the  quality  of  life  and  care‐giving  have  been  investigated.  However,  the 
studies carried out  so  far often show no  connection between  the quality of  care‐giving and  the 
quality of life (Challinger et al., 1996; Rubinstein, 2000; Sowarka, 2000). 
The relationship between quality of care‐giving and quality of life is linked to the question of how 
quality  of  life  is  understood  and  defined.  If  quality  of  life  is  understood  as  synonymous  with 
conditions (of life), it amounts to an input analysis (Veenhoven, 1997; Filipp/Mayer, 2002). In that 
case, the quality of  life  is seen as a condition depending on  the quality of care‐giving.  If, on  the 





due  to  a  strong  focus  on  the  investigation  of  ‘traditional’  quality  of  care  topics  as well  as  to  a 
certain amount of aversion against science and measurements by those who are responsible for 
improving the quality of life in practice (Kane, 2003).  
Quality of  life dimensions to be described by means of objective  indicators cannot be applied  in 
the same way to every age. This is particularly true for care home residents. In addition, different 
conceptualisations  of  quality  of  life  appear  in  the  literature.  For  our  work,  we  selected  the 
following  concepts,  which,  on  the one hand,  represent  different  approaches  to  conceptualizing 
quality  of  life  in  nursing  homes  and  on  the  other  hand,  have  overlapping  themes,  aspects  and 
perspectives. 
As a representative of a strong empirical approach, Kane (2003) defines  the following factors as 

























to  improve quality  of  life  in  care  homes  for  older  people  (67  Home  Life  programme;  for more 
details see http://www.myhomelife.org.uk) focuses more on different perspectives and takes into 
account the view of residents, staff and relatives (NCHR&D Forum, 2007). 
This  review of  the  literature  updated  a  previous  review by Davies  (2001)  on  the  care  needs  of 
older people and family care‐givers  in continuing care settings. For the purposes of this project, 
items  for  the  review were  identified  from  the  fields  of  nursing,  health, medicine,  allied  health, 
social gerontology, social work and psychology. Synthesis of  this diverse  literature focused upon 
the  experiences  of  residents,  family  care‐givers  and  staff  in  order  to  identify  strategies  which 
practitioners  could  use  to  enhance  the  quality  of  life  of  residents  of  care  homes,  while  also 
supporting care‐givers  in the most appropriate way. An appreciative  inquiry approach was taken 
(Cooperrider  et  al.,  2003)  to  focus  on  positive  messages,  rather  than  poor  practice.  Where 
possible,  reviewers  were  asked  to  word  their  messages  positively,  identify  examples  of  good 
practice and ensure the older person’s voice remained central to the work.  
Eight  evidence‐based,  relationship‐centred  themes  underpin  the  67  Home  Life  (MHL) 
programme.  Three of  the  themes  are  about  the  approach  to  care  (Personalisation)  and  include 
‘6-9&5-9&9&?! 9*#&5957LM! N>1-%9&?! *#29<9)&G(-39&?L.! and  ‘0%#-59&?! 2)((8&957LO! Another  three 
themes  (Navigation)  are  focused  on  what  staff  need  to  do  to  support  residents  and  relatives 
through the journey of care and include ‘6-&-?9&?!5%-&<959)&<LM!NP(@%):9&?!1#-+51!-&*!1#-+512-%#L!
and ‘>8@@)%59&?!?))*!#&*!)$!+9$#LO!The remaining two themes are about ‘Transformation’ and are 











































67!Home  Life provides a conceptual  framework  for  promoting quality of  life  in care homes  for 
older people and  is underpinned by relationship‐centred care (Tresloni and  the Pew‐Fetzer Task 
Force, 1994) and the Senses Framework (Nolan et al., 2006). Based on empirical research in care 
homes  asking older  residents,  relatives  and  staff what  is  important  to  them, Nolan  et  al.  (ibid.) 














Based  on  Nolan’s  research,  attempts  have  been  made  to  construct  tools  (CARE  profiles)  to 
measure quality of  life from the perspective of older  residents, relatives and staff  in care homes 
(Faulkner  et  al.,  2006).  The  CARE  profiles  were  developed  and  tested  and  an  Event  Frequency 
Approach  was  adopted  to  create  three  questionnaires  (residents,  relatives  and  staff),  each 
containing  30  consensually  valid  positive  events.  The  thematic  content  of  these  events  was 
balanced  for  each  questionnaire  using  the  Senses  Framework  as  a  theoretical  model.  Once 
completed,  the  CARE  profiles  were  tested  in  four  care  homes.  Although  the  CARE  profiles  are 
helpful  in measuring quality of life in care homes, not only from the perspective of residents but 




































Quality  of  life  research with  older  people  and  care  home  residents  has  brought  about,  among 
other aspects, the following key issues (Schönberg, 2006): 
RO!S1#!<9?&9$92-&2#!)$!:-%9)8<!-<@#25<!)$!+9$#!*#@#&*<!)&!-!@#%<)&L<!-?#O!
The  results  of  the  welfare  survey,  for  example,  show  age‐specific  degrees  of  significance  in 










This result was proved empirically by  the extensive BASE study. Concerning  the quality of  life of 
care  home  residents,  this  group  was  shown  to  represent  “an  identifiable  sub‐group  of  older 
people  with  a  higher  risk  of  impaired  well‐being”  (Smith  et  al.,  1996:  511).  “(However)...it  is 
extremely important to point out that this negative difference could already have existed prior to 
moving into a home” (Smith et al., 1996: 512). 
These  results  point  to  various  facets  of  further  research  needs  on  the  quality  of  life  of  older 
people  living  in  care  homes.  For  example,  the question  arises  how  residents  “(...)  arrange  their 
own hierarchy of values when their living space becomes increasingly restricted” (Sowarka, 2000: 
79).  







Accordingly,  besides  quality  of  care,  an  assessment  of  quality  of  life  is  an  essential  part  of  any 
complete set of indicators.  
A  number  of  requirements  need  to  be  fulfilled  should  the  future  development  of  indicators  be 








to  back  decisions  made  in  the  medical  service  provision  to  individual  patients”  (German 
Network for Evidence‐based Medicine, 2008). The respective principles are also relevant for 
long‐term  care:  what  demonstrable  benefit  is  associated  with  specific  interventions  and 
how should it be measured? 
• The development of  indicators  should be conducted on an  interdisciplinary basis. Experts 
from care science, gerontology, medicine and social work should be brought  in along with 




linked  to  the organisational development of  services  and  institutions.  References  to  long‐
term care and quality of  life aspects mentioned could be used  in  initiating  reorganisation 
measures that take into consideration the concerns of residents, relatives and staff.  
• Indicators must correspond with scientific quality criteria: objectivity, reliability and validity. 
Reliability  is  used  to  describe  the  degree  of  accuracy with  which  the  assessed  feature  is 
measured.  There  are  various  statistical  procedures,  which  can  be  used  here:  both  the 
calculation of 9&5#%&-+!2)&<9<5#&27 (Cronbach’s Alpha) and, in particular, the %#5#<5G%#+9-C9+957!
are of importance. The latter tells us if the results obtained on two occasions from one and 
the  same  person  co‐relate.  The  validity  of  a  measure  reveals  how  well  an  instrument 






to  the  comparison of  services  and  institutions.  Risk  adjustment means  to  exclude  factors 
that are not dependent on the service performed by the institution but which nevertheless 
influence the measurement of the indicator (e.g. age, previous illnesses, and profile of the 
care  need).  The  “neutralisation”  effect  of  risk  adjustment  can  avoid,  for  instance,  that 
institutions with a majority of residents with high‐level  care needs or other circumstances 
(e.g.  a  high  percentage  of  people  with  severe  dementia)  show  worse  results  than  those 



















Each  of  these methods  has  its  advantages  and  disadvantages. When  residents  are  interviewed 
directly,  the “witness problem” occurs,  that  is,  subjective assessments do not allow conclusions 
concerning  objective  facts.  Interviews  with  representatives  about  the  resident’s  quality  of  life 
have  shown  that  their  assessment  often  deviates  from  the  assessment  of  the  residents 
themselves (‘representative problem’ – Cohn/Sugar, 1991; Lavizzo‐Mourey et al., 1992). 














Data  management  has  frequently  not  been  handled  well  in  the  past,  which  impacts  how  the 
organisation  accepts  information  and  its  willingness  to  act  on  it.  Certain  ways  to  improve  this 
could be to (Schalock et al., 2008):  
• Help  the  personnel  understand  the  contextual  factors  affecting  the  obtained  results  and 
support adequate interpretation, 











As  shown,  the measurement  of  outcome‐orientated  quality  indicators  for  care  homes  requires 
both the perspective on quality of care and quality of life. With view to this, some general issues 
on  the  possibilities  and  limits  have  to  be  taken  into  account  when  it  comes  to  implementing 
appropriate  procedures  and using  the  results  for  further  amelioration of  processes  (Schönberg, 
2006): 






relationships  (between  care‐giver  and  care  recipient)  influences  the  outcome 
(Bond/Thomas, 1991). In this sense, care recipients are ‘co‐producers’ of care‐giving. 
• 4! ?#&#%-+! -<<#<<(#&5! )$! F8-+957! <5-&*-%*<! C7!(#-&<! )$! 9&*92-5)%<! 9<! &)5! @)<<9C+#=! In  the 
process  of  quality  development  and quality  assurance,  indicators  are  regarded  as  signals, 
but  a  general  quality  assessment  for  a  given  institution  by  means  of  indicators  is  not 
possible  (Faust,  2003;  Gebert/Kneubühler,  2003;  Halfon  et  al.,  2000).  However, 
measurement by means of quality indicators can be a starting point for an extensive quality 
assessment,  for  example,  where  an  indicator  points  to  a  deficit.  In  this  sense,  indicators 
function as ‘sentinel events’ (Höwer, 2002: 19), whose occurrence must be explained by the 
institutions.!
• B852)(#<! C-<#*! )&! 9&*92-5)%<! -%#! 9&! &##*! )$! 9&5#%@%#5-59)&=! Outcomes  of  indicator 
measurements need to be interpreted (Donabedian, 1992, Faust, 2003, Höwer, 2002). The 






of  quality  care  are  (…)  open  to misrepresentation  and misunderstanding  by  the  public  if 
multiple causation is not understood” (Donabedian, 1992: 359). 
• S#21&92-+! +9(95<! )$! @)<<9C+#! 2)++#259)&! )$! 9&*92-5)%<! 9&! 2-%#! 1)(#<=! Summarised  data 








The discussion about measurable outcomes and  relevant  indicators  in healthcare and  long‐term 
care services also embraces the quality of life perspective to an increasing extent. This reflects a 
general  trend  that  not  only  aims  to  study  the  structural  and  process  attributes  of  nursing  and 
long‐term  care  and make  them  an  issue  for  quality  development,  but  also  recognises  the  user 
aspect as an indispensable component of quality development. 
It  must  also  be  pointed  out,  however,  that  indicators  are  essential  but  only  a  part  of  a 
comprehensive quality assessment – this is a crucial limit  imposed on the collection of indicators 
and  the  expectations  associated with  them.  Instead,  they  point  to  relevant  areas  and  problem 
aspects  that need  to  receive  further attention  in  the  course of quality development and quality 
management.  Even  if  there  is  no  mono‐causal  correlation  between  the  quality  of  structure, 
processes  and  outcomes,  so  that  indicators  of  quality  in  outcome  do  not  permit  conclusions 
concerning  the quality  levels  of  structure  and processes,  they do provide  relevant  information. 
Furthermore,  the  residents  themselves  are  partly  responsible  for  the  quality  of  care‐giving 
outcomes,  so  that  indicators may  be  used  to  measure  outcomes  for  institutions  for  which  the 
institutions themselves are only partly responsible.  










importance.  The  search  for  and  exploration  of  indicators  for  the  quality  of  outcomes  in  care 
homes is a topic that has by no means received the attention it deserves, last but not least from 
the perspective  of  users  and  in  the  interest  of  ensuring  long‐term  care  that  is  compatible with 
human  dignity.  Yet  indicators  are  an  important  way  of  measuring  quality  from  the  user 
perspective and making it available for the quality development of services and institutions. Alone 















1  Quality of care   Residents, staff  1‐24 
2  Quality of life   Residents, family, friends, staff  25‐70 
3  Leadership  Management, staff   71‐87 


































The  indicators  in  this  first  domain  are  concerned  with  the  quality  of  care,  this  being  the  most 
important  aspect  to  all  concerned.  Older  people  move  to  a  care  home  because  of  health 





The  key  focus  in  this  domain  is  on  the  quality  and  safety  of  care.  Understanding  care  needs, 
complications  and  adverse  events  is  an  essential  part  of  managing  the  quality  of  care.  The 
registration  of  for  example  decubitus  ulcers,  medication  errors  or  fall  incidents  must  be 
integrated  in  the  resident’s  registration  documentation,  such  as  the  resident  record  or  the 
personal  care  plan.  Only  then  can  care  providers  and  carers  assess  their  results  and  steer  on 
improvement  of  quality.  The  indicators  can  also  be  used  to  monitor  the  success  of  their 
improvement programmes and to establish priorities for further action.  
The  indicators  in  the domain  ‘Quality of care’ are mostly described  from the perspective of  the 
residents.  When  using  the  indicators  one  should  therefore  use  the  information  from  the 
resident’s  record or  personal  care  plan.  Often  a  choice  can be made whether  to measure on  a 
defined day  (e.g.  point  prevalence measurement)  or  to maintain  a  continuous  registration.  The 
indicator  on  decubitus  ulcers might  be more  suitable  for  a  prevalence measurement while  the 
indicator on fall registration is more suitable for continuous registration.  
Most  indicators  in  this  domain  emerged  from  existing  quality  management  systems  from  the 




Indicators  19‐24  did  not  emerge  from  existing  quality  management  systems  but  from  the 
international experts in the Delphi panel or in the E‐Qalin validation workshops. In a workshop in 
which representatives of Delphi and E‐Qalin experts as well as the PROGRESS team took part, all 















































































































































































































































































































































































































































































































































































































































































anyone  else’s  quality  of  life  (Gerritsen  et  al.,  2004:  612).  Nonetheless,  it  is  important  that  if 
universal models are to be used that they are constructed with the participation, where possible, 
of those they are seeking to represent. Interestingly, only very few of the following quality of life 
indicators  emerged  from  existing  quality  and  inspection  frameworks  that  are  generally  more 
focused on quality of care.  
Evidence‐based quality of  life  indicators were therefore  taken from another source, which were 
universal  indicators  from  research  based  on  what  residents,  relatives  and  staff  had  said  was 
important to them in terms of quality of life in care homes. The indicators emanating from these 
sources were written in such a way that the findings from them would be based on the subjective 
experience of  individuals (surveys). Two of  the main sources  that  inspired these indicators were 
the  literature  review  underpinning  the  67  Home  Life  programme  (NCHR&D,  2007; 
www.myhomelife.org.uk)  and  the  combined  assessment  of  residential  environments  (CARE) 
profiles (Faulkner et al., 2006). 67 Home Life  is a UK‐wide initiative to promote quality of  life  in 
care  homes  for  older  people, which has  the  support  of  the Relatives  and Residents Association 
and  all  the  provider  organisations  that  represent  care  homes  across  the  UK  as  well  as  of  two 
prestigious  charities  interested  in  care  for  older  people  (Age  UK  and  the  Joseph  Rowntree 





Transformation  and  include  Keeping workforce  fit  for  purpose  and Promoting positive  cultures. 
Three  of  the  six  themes  aimed  at  staff  are  about  the  approach  to  care  (Personalisation)  and 
include Maintaining  identity;  Sharing  decision‐making,  and  Creating  community.  The  remaining 
three themes (Navigation) are focused on what staff need to do to support residents and relatives 
through  the journey of care and  include Managing  transitions;  Improving health and healthcare; 
and  Supporting  good  end  of  life.  My  Home  Life  is  underpinned  by  Relationship‐centred  Care 
(Tresloni and  the  Pew‐Fetzer Task Force, 1994) and  the Senses Framework  (Nolan  et al., 2006), 
which highlights  the  importance of  relationships  between  residents,  relatives  and  staff  and  the 
need to consider what gives each a sense of security, belonging, continuity, purpose, achievement 










































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Domain 3: Leadership 
Managing care homes is a complex task that, in the context of social and health care policies, calls 
for  skills  that  reach  on  a  general  level  from  partnership  working,  effective  contracting, 
engagement  with  communities,  users  and  carers  and  a  continued  focus  on  performance  and 
outcomes  to  innovation  and  enthusiasm  for  service  delivery.  These  demands  suggest  a  move 
away from traditional hierarchical leadership to networking approaches and participative ways of 
steering  and  controlling.  On  a  personal  and  organisational  level,  such  approaches  have  to  be 
complemented by an internal dialogue, team‐working, empowerment and employee well‐being. 
Care  homes  are  characterised by management,  staff,  residents  and other  stakeholders working 
and living together 24 hours a day, 7 days a week and 365 days per year. This specificity calls for a 
participative  organisational  culture  that  works  for,  with  and  towards  the  well‐being  of  the 
residents, while  taking  into account  the needs and  expectations of  staff,  families and  friends as 
well as public purchasers or suppliers. 
The  indicators  gathered  in  the  domain  ‘leadership’  are  therefore,  on  the  one  hand,  combining 
results  from  satisfaction  surveys  with  staff,  families,  friends  and/or  advocates  of  residents  to 
monitor  ‘subjective’  views  in  relation  to  the  organisational  ‘climate’  and  the  satisfaction  of 
families with the results of care. On the other hand, quantitative and more ‘objective’  indicators 
were identified to control:  
• for  the  degree  of  compliance  to mutually  agreed  or  externally  defined  standards,  e.g.  in 
relation to defined individual care plans; 




Choosing key  indicators  to assess, discuss and  improve results of management performance  is a 
management  task  that  requires  openness  and  transparency  towards  collaborators  and  external 
partners. It is up to the management to decide on the scope of transparency, but their choice and 





























































































































































































































































































































































































































































The  indicators  presented under  this  domain  reflect  a  broader  notion of  quality  in  care  services 
that  includes  the  concept  of  ‘sustainability’,  which  is  at  the  centre  of  the  EU Open Method  of 
Coordination regarding long‐term care. A steady continuum in the provision of care services must 
be  guaranteed  over  time,  which  means  that  the  management  of  financial  resources  must 
guarantee  the  viability  of  the  care  home over  the  long‐term.  Failure  to  do  so would  negatively 
impact on the quality of care by leading to, for instance, increased staff turnover or reducing staff 
below  optimal  levels.  Ultimately,  the  closure  of  a  care  home  and  the  ensuing  need  for 
displacement of the resident would most probably result in an adverse outcome for the residents. 
Furthermore,  given  that  available  resources  are  scarce,  the  provision  of  care  services  must  be 
organised  in  an  efficient  way  to  produce  the  best  outcome  for  residents  with  the  available 
resources.  It  is  important  to  stress  though,  that  cost‐containment  is  not  the  focus  or  aim  of 
economic  performance  as  measured  by  the  indicators  presented  here.  The  aim  is  rather  to 
achieve a better use of available resources by  improving the ratio of outcomes as against means 
applied and by ensuring the continuity of care over the long term. 
Including  economic  performance  within  the  list  of  key  indicators  also  addresses  the  quest  for 
more efficiency and effectiveness in the delivery of social and health services that has been one of 





Despite  the  renewed  emphasis  on  efficiency  and  effectiveness  of  care  services,  economic 
performance  indicators  were  for  the  most  part  absent  from  the  various  national  quality 
frameworks  that  formed  the  basis  of  the  indicators  for  this  project.  Most  of  the  indicators 
presented  here  were  in  fact  inspired  by  existing  indicators  belonging  to  the  E‐Qalin  quality 






































































































































One  of  the  difficulties  of  comparisons  within  this  sector,  not  to  speak  of  ‘benchmarking’,  is 
certainly  that  the  performance  of  a  care  home  is  deeply  influenced  by  the  context  in  which  it 
operates.  This  includes  for  example  the  legal  framework,  the  labour  market  regulations  and 
economic  situation  as  well  as  the  prevailing  cultural  values.  As  care  homes  exist  within  a  set 
community from which the resources are drawn, it is important to measure the performance of a 
care  home  in  relation  to  the means  available  in  their  community,  particularly  human  resources 
(staff and volunteers) that care homes must attract in order to ensure continuity in their provision 
of care.  
As  the  key performance  indicators were selected on  the basis  of  their  capacity  to steer change 
within  the care home, there were very few selected indicators for this domain as the  legislation 
frameworks  governing  the  functioning of  the care home are set at national  level and  therefore 
not subject to change at micro level. Indeed although the care home might find it difficult to find 
and  retain  qualified  staff,  it  nevertheless  cannot  influence  the  quota  of  qualified  nursing  staff 
which the care home needs to have according to the legislation it is bound to.  
Even so,  there may be  instances where  the  results of a  ‘context’ key performance  indicator can 
lead  to  change  and  improvement  of  certain  processes  within  the  care  home.  For  instance, 
although  staff  turnover  (due  to  the  nature  of  the  job  as  a  low  pay,  low  status  profession)  is  a 
systemic challenge across  Europe and  elsewhere,  there may nevertheless be additional  reasons 
for the high turnover which are due to certain specific failings in the care home (for example lack 





home and  to steer  relationships with external partners,  suppliers and community networks. For 
instance, the embedding of a care home in a local community might be shown by the number of 
volunteers that the care home is able to attract. Steering measures may include activities that are 
addressing  the  neighbourhood  of  the  care  home  including  a  proactive  search  for  volunteers. 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